, desire for a son (adjusted OR, 0.69; 95% CI, p<0.001), living in rural area (adjusted OR of rural vs. urban, 0.7; 95% CI, p<0.001) and Sylhet Division (adjusted OR of Sylhet vs. Barisal, 0.54; 95% CI, p<0.001 
I. Introduction
Bangladesh has made a substantial progress in contraceptive use from 08% in 1975 to 62% in 2014 among married women of reproductive age (NIPORT, 2016) . Slowing population growth and contraceptive use has other benefits including reducing pregnancy-related health risks and maternal mortality, reducing adverse perinatal outcomes of infants and infant mortality, empowering people and enhancing education (Cleland et (Jain & Muralidhar, 2011) . Reducing child mortality and empowering women were highlighted in Millennium Development Goals (MDGs). Under the Health Goal (Goal 3) of the Sustainable Development Goals (SDGs), SDG 3.1 targets to reduce maternal mortality ratio to less than 70 per 100,000 live births and SDG 3.2 targets to reduce neonatal mortality rate to less than 12 per 1,000 live births by the year 2030. Currently, Bangladesh has a higher maternal mortality ratio and neonatal mortality rate than the targets placed in the SDGs. Though Bangladesh was able to meet most health targets of MDGs, the country still needs to do more to meet the targets of SDGs. One possible approach to reduce child and maternal mortality is to increase use of contraception among married women of reproductive age (El Arifeen et al., 2014; Saha & Van Soest, 2013; Razzaque et al., 2007) . Moreover, the Health, Population and Nutrition Sector Development Program (HPNSDP), is being implemented by the Ministry of Health and Family Welfare (MOHFW), Government of Bangladesh (GOB) in order to accelerate the progress of the health, population, and nutrition (HPN) (NIPORT, 2016) . This program has adopted strategies to make family planning services available, accessible, acceptable, and affordable to all women and men of reproductive age so to increase overall use of family planning to 72% by 2016. To meet the targets of SDGs and HPN, still we need to direct significant efforts toward family planning. Several studies have been conducted in different parts of the world including Bangladesh which have identified factors that could impact use of contraceptives (Saha & Goni & Rahman, 2012) . Most of the studies revealed association of education, number of children, duration of marriage, access to mass media, place of residence, religion and wealth quintile with contraceptive use among married women of reproductive age. Our primary hypothesis is that the above factors have an association with contraceptive use. We also hypothesized that individual factors, fertility-related factors, and contextual factors simultaneously affect contraceptive use. Aim of this paper is to explore which factors could affect contraceptive use and the potential areas to be intervened by the government of Bangladesh to increase contraceptive use among married women of reproductive age.
II. Materials and Methods
Ethics: We used Demographic and Health Survey (DHS) data which was available for academic use, ethical approval for this study was not required. Approval to use the data was obtained by the corresponding author from the ICF International, Rockville, Maryland, USA on 5th May, 2016. The detail of the survey has been described elsewhere (NIPORT, 2016).
Participants and procedure:
The Seventh Bangladesh Demographic and Health Survey of 2014 (2014 BDHS) was conducted by Mitra and Associates from June to November 2014. Initially, 17,989 households were selected and among these selected households 17,565 were found occupied. 17,300 (99%) of the households were then interviewed. 18,245 ever-married women of reproductive age (15- 49years) were identified in these households and 17,863 women were interviewed (response rate 98%). The response rate was similar in rural and urban areas. Among the 17,863 ever-married women of reproductive age who were interviewed, 1,077 women were pregnant during the time of interview. Of the remaining 16,786 women, an additional 4,844 women were then excluded because 1,033 women were no more in a marital relationship, 379 women were postpartum amenorrheic, 78 women were subfecund or infertile, 932 women had history of hysterectomy and 2,312 women were not sexually active. They were removed from the analysis as they were not eligible for using contraceptives. At last 12,042 women were included for final analysis. In BDHS surveys, current use of contraception is defined as the proportion of currently married women who report that they are using a family planning method at the time of the survey (NIPORT, 2016).
Statistical analyses:
Simple and multiple logistic regressions were applied to analyze the data. A woman was used as a unit of analysis. For the analysis with regression model, if a woman or her husband was using any contraceptive method, she was coded "1" and "0" for otherwise. In multiple logistic regression analysis, women were compared according to the factors that could potentially affect their use of contraceptives. Odds ratio (OR) with 95% confidence interval (CI) was calculated to observe the association. The OR was calculated at the individual level, factors related to fertility and in other contextual factors along with crude OR. Four stages of estimation were done in the model fitting process. After calculating the crude odds ratio (OR), the first model included only the individual background variables. The second model included two fertility-related factors along with individual level variables. The last model incorporates the contextual variables in addition to all the variables from the previous models. To select factors of which level (individual level factors, fertility level factors or contextual factors) affect contraceptives use by women, several tests were applied in the model fitting process. Akaike's Information Criteria (AIC), Pearson's goodness-of-fit test, HosmerLemeshow test, sensitivity-specificity analysis and receiver's operating characteristics (ROC) curve were used to finalize the model. In this way, the last model where contextual factors were incorporated with individual and fertility-related factors was finalized to be reported. Variables were checked for multi-collinearity before incorporated into the model. Stata 13.0 (Stata Corp, College Station, TX) was used for all data analysis.
III. Results
Contraceptive prevalence rate (CPR) was 81.27%. Table 01 provides distribution of the respondents according to background characteristics. Of the 12,042 women, 9,786 (81.27%) used any types of contraceptives. The mean age of women of both groups was 30 years. Mean years of education of the women and husbands were similar (about 3.5 years). Both groups have 2 children on average. Most of the women had at least one son (71.7%). A majority of the women in this analysis lived in rural areas (about 65%). Dhaka division had the highest percentage of respondents (18.02%). . Education was also a major predictor. Women with formal education (primary, secondary or higher education) were more likely to use contraceptives by 20% than women without formal education. Employed women were also more likely to use any type of contraceptives (crude OR, 1.15; 95% CI, 1.04-1.27; p<0.05) than women who were not employed. Women with 3-4 children were more likely to use contraceptives than women with up to 2 children. Women with dead children (both male and female) were also associated with reduced use of contraception. Women with only daughters but no sons were less likely to use contraceptives (crude OR, 0.77; 95% CI, 0.67-0.89; p<0.05) than the women with only sons. Non-Muslims used contraceptives more than the Muslims (crude OR 1.56; 95% CI, 1.27-1.90; p<0.001). As predicted, women who got a family planning worker (FPW) visit within last 6 months appeared to use contraceptives 2.3 times more than the women who were not visited. NGO membership was associated with increased contraceptive use (crude OR, 1.44; 95% CI, 1.3-1.6; p<0.001). Education of husbands, access to mass media and wealth quintile were not associated with contraceptive use. Contraceptive use was lower in Sylhet, Chittagong, and Dhaka than the other four divisions. Rural women were 14% less likely to use contraceptive compared to urban women (crude OR, 0.86; 95% CI, 0.78-0.95; p<0.05). When adjusted at the individual level in the first model, all three predictors of the individual level remained significantly associated with contraceptive use. After including factors related to fertility, the previous factors of the individual level remained significant. As assumed, increasing number of children in the family increases contraceptive use. However, the crude OR of women with five or more children compared to women with 0-2 children appeared significant (adjusted OR, 1.67; 95% CI, 1.38-2.01 & p <0.001). Contraceptives use was reduced with increasing number of dead children (p<0.001).
In the last model, contextual factors were added. After addition, the direction and magnitude of current age and education level changed little from the second model. However, working status did not remain a significant predictor. Having only daughter without any son was associated with decreased contraceptives use. Number of dead children did not have any association like the factors adjusted for fertility. Muslims had less contraceptives use similar to the unadjusted level (adjusted OR1.68 of non- 
IV. Discussion
According to the BDHS report, contraceptive prevalence rate (CPR) increased slightly from 61.2% in 2011 DHS to 62.4% in the 2014 DHS (NIPORT, 2016). However, we found that the actual CPR is 81.3%. In BDHS report, women who were currently not in any marital relationship (1,033), had hysterectomy (932), postpartum amenorrheic (379), infertile or subfecund (78) and sexually inactive (3, 711) were not excluded to calculate CPR. After excluding, we found that CPR is 81.3%. In this study, our hypothesis was that individual factors, factors related to fertility and contextual factors simultaneously affect contraceptives use. We found that working status of women, husbands' education, number of dead children, NGO membership, access to mass media and wealth quintile did not have any association with contraceptive use when they were adjusted for other factors. This finding is important as previous studies revealed that these factors have association with use of contraceptives (Kamal & Islam, 2010 Begum, 1997) . We found that contraceptives use among non-Muslims was higher than Muslims. Contraceptive use in rural regions is lower, likewise previous studies (khan, 1997; Kamal & Islam, 2010; Kamal, 2015) . CPR was lower in Sylhet than other divisions. This division also had lower contraceptive use in previous analyses of DHS data. Visit by a family planning worker within the last six months had the highest impact like previous studies (Kamal & Islam, 2010; Kamal, 2015; Khan, 2003) . This study has several strengths. The study sample that was used for analysis is representative. However, a weakness of the survey conducted by the organization was that they did not take into account women for whom contraceptive use is not required. The survey reported the prevalence without excluding those women. The limitation of this study was that researchers did not have any control in the data collection procedure. This study included only currently married women, so women who were divorced or widowed but may have sexual exposure were not included. However, the proportion of widowed and divorced women is only about 2% so we do not expect to find any noteworthy difference in results.
V. Conclusion
To scale up the contraceptive campaign in Bangladesh, the government of Bangladesh requires addressing the inequality of contraceptive use. Factors which are addressable by the government have to be intervened on the priority basis to achieve targets of Sustainable Development Goals (SDG) and Health, Population and Nutrition Sector Development Program (HPNSDP).
